of New York,3 introduced the term "thrombo-angiitis obliterans "-the term that is now generally used for this kind of arterial disease.
I first saw the patient in May, 1906, but the symptoms had commenced gradually in 1902 or 1903, at the age of 38, with pain in the left foot on walking, of the nature of intermittent claudication. The disease progressed by exacerbations from time to time, but there were prolonged periods of quiescence, with remission or absence of pain. In 19164 both lower extremities showed typical erythromelalgia-like symptoms as well as intermittent claudication and absence of pulsation in the dorsalis pedis arteries. No amputation had been performed, although the patient had passed through periods of very painful ischaemic ulceration, when gangrene seemed imminent. During one of these periods the pain, especially at night, which had commenced with slight ischaemic ulceration in one foot, lasted so long in spite of treatment and rest in bed that my house-physician could not understand why the patient did not demand amputation as the only possible remedy. The case furthermore had been complicated from time to time (1909, 1910, 1914, 1915, 1916) with multiple foci of superficial (sometimes " nodular ") phlebitis, such as has been often observed in other cases, notably in many of those described by Leo Buerger.'
In 1915 the patient developed a tender localized swelling in the position of the radial artery at the right wrist. Subsidence of this swelling was accompanied by apparent obliteration of the arterial channel, as evidenced by loss of pulsation. The swelling in question was seemingly due to thrombo-arteritis and clinically analogous to the swellings which occur in nodular thrombo-phlebitis of superficial veins.
Of late, the thrombo-angiitis in this case has been non-progressive, but in May, 1924, the patient was temporarily in hospital for what I regarded as a mild attack of gout at the base of both big toes. I then found to my astonishment that there was again fairly good pulsation in the left radial artery at the wrist.6 With small 1 F. Parkes Weber, Proc. Roy. Soc. Med., 1907 Med., -1908 Philadelphia, 1908, cxxxvi, p. 567. 4 See the article by F. Parkes Weber on " Thrombo-angiitis Obliterans or Non-syphilitic Arteritis Obliterans of Hebrews," Quart. Journ. Med., Oxford, 1916, ix, p. 289. 5 Cf. Leo Buerger, " The Circulatory Disturbances of the Extremities," 1924, p. 317, and elsewhere.
doses of sodium salicylate and sodium bicarbonate the gout soon subsided, but there were also signs of chronic interstitial nephritis with high blood-pressure. The urine contained a little albumin and a few granular tube-casts. The brachial systolic blood-pressure was, on the left (apparently sound) side, 192 mm. Hg; and on the right side it was 185 mm. Hg. The painful intermittent claudication had compelled the patient to follow a sedentary mode of life which was doubtless associated with relative excess of food, and this combination had probably favoured the onset of gout and chronic interstitial nephritis. When I saw him again in March, 1925, he complained of vertigo. The urine contained a little albumin and a few hyaline and granular tube-casts. The brachial systolic blood-pressure on the left side was 210 mm. Hg. It should be stated that the blood-pressure in each arm had formerly (1907) been 135 mm. Hg. He still has typical intermittent claudication of both lower extremities. There is a curious network of dilated superficial venules on the back of both feet. The family history in the present case is remarkable. A son, aged 20, and a daughter, aged 18, both died in 1920 with diabetes mellitus. Another son formerly suffered from bronchitis and asthma. Another son, S. M., now aged 32 years, has been known to me since July, 1911. He formerly had a slightly enlarged spleen and used to suffer from recurrent attacks of headache and vomiting. A daughter (Netta M.), of that son (S. M.), when she was 12 months old (1922), suffered from typical recurrent attacks of Raynaud's syndrome.' Her Wassermann reaction and the Wassermann reaction of her father (S. M.) were negative.
The Wassermann reaction of the patient (the grandfather, M. M.) was examined on various occasions and was always found to be negative. Sugar was never found in his urine. There has been no evidence of saturnism. He used to be a rather free smoker of cigarettes. Like nearly all patients affected with thrombo-arteritis obliterans, the disease in London, as well as in New York, is found to be almost exclusively confined to Hebrews of the male sex, who themselves or whose parents have immigrated from Central Europe. Only four out of 500 cases collected by Leo Buerger did not belong to the Semitic race.2 I would add that at the German Hospital during the last two years a leg has been amputated in two bad cases of thrombo-angiitis obliterans (both Hebrew men). In one of these cases, M. G. L., aged 43 years,3 microscopic examination of the anterior tibial artery and the surrounding tissue in the amputated lower portion of the (left) leg showed a very remarkable perivascular and perineural inflammatory cell-infiltration. For this fiDding I am indebted to Sir Frederick Andrewes, who very kindly sent me a report of the microscopic examination. He agreed with me that this cell-infiltration might perhaps represent an ascending perivascular lymphatic inflammation, which had travelled up from a septic inflammatory focus in the foot. It certainly reminds me of the fibrotic " matting " around the vessels (due to old chronic, perivascular changes), described by Leo Buerger as having been found in some of his cases.4 1 F. Parkes Weber, "Raynaud's Syndrome in a Non-syphilitic Infant, with a remarkable Family History," Brit. Journ. Child. Dis., London, 1923, xx, p. 25. Since 1922 the child has been quite free from Raynaud's syndrome.
